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Supplementary document for ClinicalTrials.gov protocol. 

 

Title: Long-term Follow-up of a Randomized Multicenter Trial on Impact of Long-COVID 
in Hospitalized COVID Patients 

 

This supplement includes: 

1) Questionnaire on basic health-related issues and long-COVID symptoms to be used at one 
and two years after randomization to remdesivir + usual care vs. only usual care. 

2) Informed Consent Form provided to patients when they are being recruited to long-term 
follow-up at one and two years after randomization. The uploaded form is in Finnish, and an 
English translation will be obtained and uploaded later in early autumn 2021 before the 
documents will be sent to the first recruited English-speaking patients. 

 

The questionnaire is available in the languages listed below, and the consent will also be 
available in these languages when the documents will be sent to the patients: Albanian, 
Arabic, English, Estonian, Farsi, Finnish, Russian, Somali, and Swedish. 

 

Uploaded on 20th July 2021, Olli Nevalainen, MD, PhD 
  
  



2 
 
 

 

 
 

Survey on post-COVID-19 symptoms and quality of life (one year after illness) 
Answer questions 1–3 by entering the requested figures.  
From question 4 onwards, tick the box that best describes your situation. 
 
1) Date:  Today is  ________   / ________   / ________ 
    day  month year 

 
2) My age is ______________ years.   
 
3) Measurements (latest own estimate or measurement result): My height is ______________ cm My weight 
is______________ kg 
 
4) Smoking 
 I have never smoked regularly  
 I have quit smoking, but I have smoked regularly at some point in my life  
 I currently smoke regularly  
 
5) My doctor has diagnosed me with the following conditions 

Sleep apnoea involving or that has at some point involved ventilator treatment 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Stroke (caused by a blood clot or bleeding) or a transient ischemic attack (TIA) 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Coronary artery disease or myocardial infarction 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Diabetes (type 1 or 2) 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Hypertension with medication in use 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Cancer 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 

 
Mental illness that has required medication or treatment in a psychiatric hospital 
 Not 
diagnosed 

 Diagnosed before COVID-19 
infection 

 Diagnosed after COVID-19 infection 
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6) My life situation at the time of responding to the survey (choose one preferred option) 
 Student  Unemployed jobseeker  Employed  On sickness or rehabilitation allowance  
 Retired   Other 
 
7) My ability to work or study at the time of responding to the survey 
 I have recovered, and there is no difference in my current ability to work compared to the time before COVID-19 
infection 
 My ability to work has deteriorated somewhat after COVID-19 infection, but I have still been able to participate in 
working life or studies 
 I have been unable to work or study due to the symptoms I associate with COVID-19 infection 
 I have been unable to work or study due to reasons other than the symptoms I associate with COVID-19 infection 
 
 
8) Have you seen a doctor in the last year due to symptoms you associate with having had a COVID-19 infection? 
 Yes   If you answered “Yes,” what symptom(s) have you seen a doctor for? 
 No   
 
 
9) Has your doctor diagnosed you with long COVID syndrome or specifically determined that your prolonged 
symptoms are associated with having had a COVID-19 infection? 
 Yes    No    I am not sure 
 
 
10) How do you feel you have recovered from the COVID-19 infection you had one year ago? (choose one 
preferred option) 
 I have fully recovered 
 I have largely recovered 
 I have about halfway recovered 
 I have slightly recovered 
 I have not recovered at all 
 
11) How much have the symptoms of COVID-19 infection affected your quality of life in the last month? (choose 
one preferred option) 
 No symptoms of infection 
 Slight harm 
 Moderate harm 
 Severe harm 
 
12) Occurrence of shortness of breath in the last month (choose one preferred option) 
 My physical performance is good. I only get out of breath during intense physical exertion, such as running or 
walking up a steep hill. 
 I get out of breath when I walk quickly on flat ground or up a slight hill. 
 I have to walk more slowly than before on flat ground due to getting out of breath, or walking on flat ground 
forces me to stop from time to time due to getting out of breath. 
 Walking on flat ground for as little as 100 metres or a few minutes forces me to stop due to getting out of breath. 
 I get out of breath even from light movement, such as when changing clothes. 
 
13) Elevation of body temperature or fever in the last month (choose one preferred option) 
 I do not experience a feeling of abnormal elevation of body temperature or fever. 
 I repeatedly feel feverish, but the measured temperature is (mainly) below 37°C 
 In addition to repeatedly feeling feverish, the measured temperature is between 37°C and 38°C at least on a 
weekly basis 
 In addition to repeatedly feeling feverish, the measured temperature is above 38°C at least on a weekly basis 
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14) Other symptoms I have had in the last month.  
(0) = No symptom. (1) = Symptom exists and causes slight harm. (2) = Symptom exists and causes moderate harm. 
(3) = Symptom exists and causes severe harm. 

 No symptom (0) Symptom exists, and the harm it causes is: 

 

 

Slight (1) Moderate (2) Severe (3) 

Fatigue     

Problems with attention and concentration     

Memory difficulties and forgetting things     

Difficulty sleeping or falling asleep     

Depression, low spirits     

Mental anxiety, nervousness     

Dizziness, balance problems     

Headache     

Tinnitus i.e., ringing in the ear     

Skin sensation disorders and tingling     

Change in sense of smell and/or taste     

Prolonged general malaise following even 

light exertion 

    

Cardiac arrhythmias or increased resting 

heart rate 

    

Feeling of pressure or discomfort in the 

chest 

    

Nausea, queasiness     

Rash     

Joint pain     

Muscle pain     

Persistent weekly cough     

Persistent weekly respiratory mucus     

 
 

 
Thank you for your time! 
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